
DS-ABD RESIDENTIAL INFORMATION PACKET FOR CERTIFICATION 

 

Name of Program:             Cert #:  
 

 

 

 

 

 

 

 

 
 

• Please bring copies of returned criminal record checks, NH DMV record checks and BEAS Registry checks for all staff, providers, 

and household members over 18 years old to the certification visit. 

 

• Self-reported deficiencies must be written, and in letter format prior to the certification.  Self-reports must be given to the surveyor at 

the beginning of the inspection.   
 

• Complete entire packet prior to certification.  Incomplete packets with attachments in lieu of the completed packet will not be 

accepted. 

 

• Attach copies of all fire drill evacuation reports dating back to last certification inspection.  If this is an initial or emergency program, 

attach copies of all completed fire evacuation drills. 

 

• Attach copies of Fire Safety Risk Assessments for all Individuals, and a current floor plan that indicates where the individual(s) 

bedroom is located. 

 

• When filling out the packet, please only use the original criminal record check and training dates from the date of hire/contract.  Do 

not use updated training dates or more recent criminal record check dates. 

 

• When filling out the insurance information, please list all home and auto insurance as applicable to the certified residence. 

IMPORTANT:  I swear or affirm that the information provided is accurate to the best of my knowledge and belief.   I understand that 

providing false information shall be grounds for denial, suspension or revocation of the certification.  

 

_____________________________________________________________________________________________     ______________________ 

Signature and title of agency representative verifying that all information provided is complete and accurate      Date 
 

INDIVIDUAL NAME(S) SERVICE COORDINATOR 

    

    

    

    

    

    

    

    



MEDICATION INFORMATION 

Certified Residence Name and Certification Number 
   

Name and title of approved Nurse-Trainer, and 

Agency affiliation: 
   

Number of individuals in program:     

Number of individuals receiving administered 

medications: 
   

Number of individuals who self-administer their 

medications 
   

Where is medication stored?    

If unlocked, date of nurse-trainer approval:    

Name of licensed person responsible for quality 

reviews: 
   

Dates of quality reviews for the past year: 
   

Frequency of quality review:    

Name of Authorized Providers per He-M 1201.06 

Copies of certificates must be on file at the home 
Current Authorization Date Range Previous Authorization Date Range 

      

      

      

      

      

      

      

      

      

      

      

 

Signature of Nurse-Trainer verifying information:            Date:   _________  

    

 

 

 



INDIVIDUAL MEDICATIONS 
 

Individual’s Name:__________________________________________________Date of Birth:___________________ 

 

Name of Medication Dosage Frequency Prescribing Practitioner Order Date Reviewer  

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

      

 

___________________________________________________________________________________________________________________ 

Full name and signature of person completing this form     Date form completed 

    

    



            

Provider/Staff Name 

Date of hire 

or contract 

 

NH Crim Check 
He-M 1001.03(f)(3) to 

He-M 1001.03(f)(5) 

NH DMV 
He-M 1001.03(f)(6) 

BEAS 
He-M 1001.03(f)(2) 

Auto & Home Insurance 

Company & Coverage dates 
He-M 1001.03(o) 

Annual Evaluation 
He-M 506.05(a) 

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

              

 

 

 

 



ALL TRAININGS He-M 1001.04(c)(1) THROUGH He-M 1001.04(c)(6) MUST OCCUR PRIOR TO WORKING WITH INDIVIDUALS. 

Provider/ Staff Name 

Date of Hire or 

Contract Rights Specific Heath Issues Communication Overview of System Behavioral Evacuation  

  He-M 1001.04(c)(1) He-M 1001.04(c)(2) He-M 1001.04(c)(3) He-M 1001.04(c)(4) He-M 1001.04(c)(5) He-M 1001.04(c)(6) 

                

                

                

                

                

                

                

                

                

                

                

                

                

 

 

Provider/Staff Name 

Date of Hire  Everyday Health Quality of Life Skill Building Behavioral Support Choice, Empowerment and Self-Advocacy 

 He-M 1001.04(e)(1) He-M 1001.04(e)(2) He-M 1001.04(e)(3)  He-M 1001.04(e)(4) He-M 1001.04(e)(5) 

              

              

              

              

              

              

              

              

              

              

              

              

              

              

  

 

 

 

     

  

 

     

  

 

 

 



 

Residence Information 

What is the manufacture date on each smoke alarm: 

(excludes licensed homes with a complete fire alarm panel that has been serviced 

annually) 

Certified Bedroom #1: 

Certified Bedroom #2: 

Certified Bedroom #3: 

Living Room: 

Provider Bedroom #1: 

Provider Bedroom #2: 

Basement Alarm        : 

Other: 

What dates were the batteries in the smoke alarms changed?   

He-M 1001.03(p)(3) 
Date #1:                                 Date #2: 

What was the date of last two (2) furnace cleanings? 

He-M 1001.03(p)(7) 
Date #1:                                 Date #2: 

What was the date of the last well water test? 

He-M 1001.03(o)(5) 
Date: 

Have modifications been made to the residence that required a building permit 

or changed any means of egress?  If so, what is the date of new life safety local 

approval? 

He-M 1001.12(c)(3) 

Life Safety Code Date: 

☐☐☐☐ Yes ☐☐☐☐ No 
Are all doors, hallways and stairs clear, 

unobstructed and uncluttered? 

He-M 1001.03(p)(4) 

 

☐☐☐☐ Yes ☐☐☐☐ No 

Are portable heaters used and installed in 

accordance with manufacturer’s 

recommendations and utilized correctly?  Are 

portable heaters unplugged after being turned 

off? 

 

☐☐☐☐ Yes ☐☐☐☐ No 
Is the home free of frayed, cracked, or crimped 

electrical cords? 
 

☐☐☐☐ Yes ☐☐☐☐ No 

Is the home free of electrical extension cords 

(except for a temporary use)? Any extension cord 

must be rated for that particular use and 

amperage. 

 

☐☐☐☐ Yes ☐☐☐☐ No Is the home free of overloaded electrical outlets?  

☐☐☐☐ Yes ☐☐☐☐ No 
Are multi-plug devices fused and attached to the 

wall 
 

☐☐☐☐ Yes ☐☐☐☐ No 
Do all electrical outlets and junction boxes have 

cover plates, and no exposed wiring? 
 

☐☐☐☐ Yes ☐☐☐☐ No 
Are electrical outlets, which are located within 3' 

of a water source, GFCI, (ground fault 

interrupted) protected? 

 

☐☐☐☐ Yes ☐☐☐☐ No 

Is there at least one fire extinguisher in the 

basement at the top of the stairs, and one Fire 

extinguisher near the kitchen in the path of travel 

to the door? 

 

☐☐☐☐ Yes ☐☐☐☐ No Is lighting sufficient at all means of egress?  

☐☐☐☐ Yes ☐☐☐☐ No 
Do all bedroom doors close and latch?  

Additionally, do any required corridor doors 

close and latch? 

 

Please list the names and ages of all people over age eighteen (18) living 

in the household not receiving services in the box to the right. 

 

 


